Distal pulsation may not be immediately apparent but the limb should regain normal colour and warmth and a pulse should become apparent by two to three hours postoperatively. If a good pulse is not apparent the anastomosis should be dismantled and explored for clot. Arterial spasm is rare after an anastomosis and failure to achieve normal pulsatile flow is usually due to technical error. Fasciotomy of tight muscle compartments in the distal leg are of great benefit.
Results
In the five cases involving the upper limb four brachial injuries were repaired and one subclavian injury was treated conservatively. At discharge from hospital all limbs were normal as regards movement and arterial pulsation. Arteries were explored in 21 injuries of lower limb: 19 resulted in successful salvage of the limb with evidence of arterial patency shown by distal pulsation and postoperative arteriogram but 2 of them required amputation of toes; 2 limbs required through-knee amputations, this being due in one case to wound sepsis with secondary hemoffhage and in the other case to delayed intervention and early graft thrombosis.
Neurological Syndromes Associated with Pes Cavus [Summary]
by J R Heron MB MRCPEd (North Staffordshire Royal Infirmary, Stoke-on-Trent) A neurologist most commonly encounters pes cavus in the spinocerebellar degenerations. These are a continuum of genetically determined disorders in which there is dying back of neuronal systems, which may be due in some instances to enzymatic defects.
Fundamental ignorance of the aetiology has made classification dependent upon clinical and pathological grouping. The clinical pattern of disease is often stereotyped in a family. Pathologically, neuraxial damage is in the cerebellum and long tracts of the spinal cord; cranial nerves, retina, peripheral nerves and cerebral cortex may be involved to a variable degree.
It is relevant that a number of neurological syndromes are unrecognized in this condition, masquerading as 'idiopathic pes cavus', and that peroneal muscular atrophy is the most common condition within this group (Brewerton et al. 1963) .
Neurological Syndromes
Friedreich's ataxia: A steadily progressive familial disorder with onset between the ages of 6 and 20 years. Cerebellar involvement is expressed as ataxia of gait, clumsiness of the hands, dysarthria and nystagmus. The spinal features are reflected in impairment of position sense, vibration and distal tactile sensibility, with loss of tendon reflexes and extensor plantar responses. Pes cavus and less commonly kyphoscoliosis are the skeletal abnormalities. Optic atrophy, deafness, cardiomyopathy and dementia also occur. Nerve conduction studies reveal normal or slightly reduced motor conduction velocity; sensory nerve action potentials are, however, reduced or lost. Transitional forms with features of peroneal muscular atrophy are seen.
Peroneal muscular atrophy (Charcot-Marie-Tooth): A hereditary neuropathy manifested in childhood or adolescence as pes cavus. Subsequently weakness and wasting of the anterior tibial and calf muscles occur, followed by wasting of the intrinsic muscles of the hand and muscles of the forearm. There is loss of tendon reflexes and mild sensory deficit in the feet. Electromyography and motor conduction velocity may confirm denervation and motor neuropathy. Orthopedic correction of the foot deformity is useful in this condition in view of the slow progression, disability often being relatively mild even in middle age.
Hereditary areflexic dystasia (Roussy Levy): A benign syndrome in which pes cavus develops in childhood with absence or reduction of deep tendon reflexes. Transitional forms grading into Charcot-Marie-Tooth or Friedreich variants are seen.
Hereditary cerebellar ataxia of Marie, olivopontocerebellar atrophy: Pes cavus is a rare occurrence in these two conditions. Heredopathia atactica polyneuritiformis (Refsum's disease): The clinical features are hemeralopia, visual field constriction, atypical retinitis pigmentosa, progressive sensorimotor neuropathy with palpably thickened peripheral nerves and hypertrophy of the spinal roots, muscle atrophy, loss of reflexes, pes cavus, cerebellar ataxia, nerve deafness, ichthyosis and cardiomyopathy. CSF protein is markedly elevated. The discovery by Klenk & Kalhke (1963) that these patients accumulate phytanic acid (3, 7, 11, 15 tetramethylhexadecanoic acid) in serum and tissue lipids has led to renewed interest in underlying biochemical disorders in hereditary nervous system diseases. Studies are at present elucidating the effect of phytanic-acid-depleted diet on affected patients.
Hypertrophic polyneuritis (Dejerine and Sottas): A progressive familial neuropathy commencing in childhood with peripheral muscle wasting, sensory loss, reflex loss and palpably thickened nerves. Some patients also exhibit cerebellar deficit. Characteristic although not pathognomonic histological changes of concentric cellular proliferation around the nerve fibres and mucoid accumulation in endoneural spaces are seen. Nerve conduction studies and sural nerve biopsy are useful in diagnosis. Current belief is that the metabolic disorder is in the Schwann cell.
Spinal dysraphism: In discussing spina bifida occulta and spina bifida cystica the importance of careful myelography where progressive neurological deficit is present must be stressed. Visible midline lesions in the lumbosacral region are more commonly associated with spinal or root lesions, and such cutaneous lesions may be skin dimpling, outgrowth of hair, lipoma, cutaneous angioma. Sacral hypertrichosis (faun tail) may occur in association with diastematomyelia. Investigations by myelography may reveal obstructive lesions such as neurofibroma, dermoid, narrow spinal canal or lesions tethering or compressing the distal cord or cauda equina. Provided progressive neurological disorders in the spinocerebellar group are excluded, surgical exploration is indicated. In spinocerebellar lesions associated with pes cavus, associated lesions should also be sought at the level of the foramen magnum.
The neurologist by the nature of his interest sees in pes cavus a large proportion of neurological syndromes and relatively few cases of idiopathic pes cavus. Clinical examination, electromyography, nerve conduction and peripheral nerve biopsy are useful in revealing neural involvement in early cases and provide useful indices to assist classification and infer the natural history in any patient with these disorders.
Diabetic Neuropathic Foot Sinuses [Summary] by C Robertson FRCS (North Staffordshire Royal Infirmary, Stoke-on-Trent) A common problem confronting the orthopvdic surgeon is the diabetic patient with a swollen, discoloured, infected and malodorous foot. Many such patients regrettably lose their lower limbs by above-knee or through-knee amputations.
Since I first became interested in this problem in 1962 I have noticed a sinus in the foot in some of these patients, a previously unrecorded feature. The sinus has a superficial opening commonly in the region of the metatarsal heads in the sole of the foot but also may occur on the dorsum, over the mid-foot or around the heel. It communicates with (a) a joint and (b) a subplantar fascial abscess from which spread of infection readily occurs throughout the foot. Foot sinuses have been found in 11 patients, 5 males and 6 females. The mean age at presentation with the foot condition was 51-5 years. The diabetes in all cases was poorly controlled and all had a low standard of personal hygiene.
Diabetic neuropathy was found in all 11 cases. There was gross diminution of position sense in the metatarsophalangeal joint of the great toe and of vibration sense at the ankles, and impairment of sensation to light touch and pin-prick in the feet and calves.
Areas of hyperkeratosis were noted: the most common site was the region of the metatarsal heads, but it also occurred on the instep and around the heel. Hairs were present on the dorsum of the foot and on the toes. When a foot is infected cedema may mask the pulses but these can be palpated, in all cases, when the swelling subsides.
X-rays of the feet showed the features of neuropathic arthropathy: bone destruction, subluxation, new bone formation. These features were seen in the metatarsophalangeal and mid-foot joints and have been noted to progress during the long-term follow up of the cases.
Sinograms showed communication of the sinus with a joint; with a sub-plantar fascial abscess; and between a sub-plantar abscess and a joint.
